Depressive disorders are a major health problem in primary care, and at least half of these disorders remain undetected. 1 There are two recommended approaches to diagnosing depression in primary care: one is to perform routine screening, and the other is to evaluate patients only when the clinical presentation triggers the suspicion of depression. Our aim was to compare these two approaches, and to compare three different screening tools in order to evaluate which would be most appropriate for use in primary care. From among the many available screening tools, we selected three brief, self rating instruments: one disorder-specific (the depression module of the brief patient health questionnaire (B-PHQ, 9 items)), 2 one broad based (the general health questionnaire (GHQ-12, 12 items)), 3 and one that is less restricted to both issues (WHO-5 wellbeing index (WHO-5, 5 items)).
current prescribing provide optimal treatment for heart failure patient? Br J Gen Pract 2000; 50:735-42 Depressive disorders are a major health problem in primary care, and at least half of these disorders remain undetected. 1 There are two recommended approaches to diagnosing depression in primary care: one is to perform routine screening, and the other is to evaluate patients only when the clinical presentation triggers the suspicion of depression. Our aim was to compare these two approaches, and to compare three different screening tools in order to evaluate which would be most appropriate for use in primary care. From among the many available screening tools, we selected three brief, self rating instruments: one disorder-specific (the depression module of the brief patient health questionnaire (B-PHQ, 9 items)), 2 one broad based (the general health questionnaire (GHQ-12, 12 items)), 3 and one that is less restricted to both issues (WHO-5 wellbeing index (WHO-5, 5 items)).
4

Methods and results
Eighteen primary care facilities participated in our prospective cohort study. The study protocol was approved by our local ethics committee. On one given day, all patients who presented in one of the practices were asked to complete the three screening questionnaires before seeing a doctor. The doctors who treated the patients remained blind to the questionnaire results until they had completed a brief "physician's encounter form" to indicate their clinical assessment of their patient's current diagnoses.
Within a period not exceeding six days after they had completed the questionnaires, the patients were contacted by telephone for a fully structured, standardised psychiatric interview (composite international diagnostic interview (CIDI)) conducted by a trained psychologist blind to the screening results. We chose the composite international diagnostic interview as the reference standard because its reliability and validity have been established. 5 The interviewing psychologists met a high standard of inter-rater reliability.
The main outcome measures were, firstly, the family doctors' performance in detecting depression without any tool to help guide diagnosis decisions and, secondly, the test accuracy of the screening questionnaires. We calculated sensitivity, specificity, and predictive values using two-by-two tables. We used two statistical tests to compare differences of characteristics of test accuracy (table) .
For 431 patients, all screening questionnaires, the composite international diagnostic interview, and the physician's encounter form were completed. Of these patients, 17% suffered from any depressive disorder and 83% did not.
Comment
The sensitivity of the family doctors' unaided clinical diagnoses was 65%. With standard cut-off points, the briefest screening questionnaire (and therefore the most practical to use), the WHO-5, produced significantly greater sensitivity (93%) and a better negative predictive value (98%) than the other questionnaires (see table) . However, the brief patient health questionnaire and unaided clinical diagnosis produced better specificity. The brief patient health questionnaire also produced the best positive predictive value. However, since screening tools are designed to identify all patients at risk for a disorder, sensitivity and negative predictive value are the most important operating characteristics.
Our results suggest that the use of WHO-5 could improve family doctors' ability to detect depression, supporting the World Health Organization's recommendation that every patient in primary care should participate in a screening process with the completion of WHO-5 as a standard first step, done in the waiting room. 4 The questionnaire can easily be scored by hand. Patients who score positively for depression should be examined by their doctor in order to confirm a diagnosis of depression or to rule out normal distress or physical causes of depression. At this stage, doctors could use the brief patient health questionnaire as a checklist.
We hope that our results favouring such a simple, two stage screening process for depression in primary care, starting with the questionnaire WHO-5, will encourage further research in other countries.
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One hundred years ago
Anaesthesia and swearing
Our armies, as we learn from My Uncle Toby, swore terribly in Flanders; and if the testimony of Mr. Kipling is to be accepted they do the same at the present day in India and elsewhere. In civil life the strong language of our ancestors has to a large extent been replaced by meaningless slang. It would have been impossible to damn every one and everything more comprehensively or more consistently than Lord Melbourne, the political mentor of our late gracious sovereign, Queen Victoria. Fifty or sixty years ago surgeons, like other folk, swore freely; and if they are now less full of strange oaths, that is due partly to what Matthew Arnold called the stream of tendency and partly to a wider diffusion of training in the liberal arts which has softened the ferocity of our manners. In the Hunterian Oration delivered the other day Sir Henry Howse expressed the opinion that the disuse of profane language among surgeons might be regarded as one of the blessings of chloroform. Anaesthesia, according to the President of the Royal College of Surgeons of England removed "the necessity for the surgeon to express himself in such forcible and inelegant terms as was necessary previously for the control of his patient." We venture to think that this theory is unfair to the surgeons of pre-anaesthetic times. Men are apt to use strong language when they are strongly moved, and in the old days many surgeons may have sworn during operations, as boys whistle in going through a graveyard at night, to give themselves courage. We know what men like Cheselden, Charles Bell, and Astley Cooper suffered when they had to undertake a serious operation, and how they had to nerve themselves for the task. In the old days surgeons as a class unquestionably were rougher in manner and language than they are nowadays, but that is because only men of blood and iron could have practised the art of chirurgery under the conditions then existing. We decline to believe, however, that our predecessors were brutal enough to swear at the patients who were shrieking under the knife, and we cannot admit that the introduction of anaesthesia removed "the necessity for strong speech and roughness of manner in the veterans who have gone before us." (BMJ 1903; i:452) 
